is life expectancy at age 65, which is a better measure of the far end of the age distribution. This statistic wasn't even computed in 1900; in 1950, it was 13.9 years; and by 2000 it had reached 17.6 years. Today, it's just under 20 (National Center for Health Statistics 2011). But why exactly do all these numbers matter? Why are they expected to have such a profound effect on the economy and the social fabric of society?
They matter because of the specific challenges presented by each of the four principal ways that older people experience aging: as a time of robust health, of dementia, of frailty, or of advanced illness that ends in death. Those older individuals who find themselves vigorous and in good health, the people I call robust, face an existentialist predicament: with no children to parent and no jobs to pursue, they may find they have lost their sense of meaning and self-worth. Those older people who are frail or have dementia, as well as those with advanced illness, discover that old age has brought dependency, a loss of identity, or the fear of extinction. For the families of old people, along with their communities and indeed the nation as a whole, the demographic shift strains the Medicare and Social Security budgets, alters job prospects for the young (creating, for instance, greater demand for nursing aides than for elementary school teachers), and affects which goods and services must be produced (more walkers than strollers, for example).
We begin this issue with two broad overviews of the problems of aging, one from the perspective of the humanities, written by historian/theologian/lawyer David Barnard, and one from the vantage point of the social sciences and epidemiology, written by sociologist turned bio-demographer S. Jay Olshansky and ecologist and population biologist Bruce Carnes.
In "Aging as Problem and as Mystery," Barnard argues that we humans live in a world of problems, for which we seek technical solutions, and a realm of mystery, where we strive for introspection and engagement. Where we go wrong with aging is when we fail to achieve adequate balance between these two domains. The proper response to frailty, for example, is not to seek to obliterate it by conquering aging itself, but rather to accept some of the losses associated with aging as part of the human condition. Barnard advocates working toward ways of finding meaning, purpose, and engagement in the face of finitude and vulnerability. The appropriate response to dementia, in this model, is not to focus exclusively on preventing or curing the disease, but to create more salubrious environments for those with cognitive impairment and their caregivers, along with conducting medical research. Barnard rails against what he calls "designer dying," the attempt to control the exact time and manner of death through advance directives and physician-assisted suicide. While agreeing with efforts to ameliorate suffering, he also advocates giving equal time to the "existential aspects of finitude, separation, and extinction." autumn 2017 • volume 60, number 4 In "Prevention with a Capital P," Olshansky and Carnes offer a radical, quintessentially technical solution to the problems of aging. They describe the Longevity Dividend Initiative (LDI), a strategy that seeks to delay the onset of multiple chronic conditions at once, rather than knocking off one disease at a time, the prevailing approach that leaves the survivors of cancer or heart disease, say, to develop other conditions such as progressive dementia. They argue that a "fixed program" comprised of built-in repair mechanisms determines the reproductive period of the human species, which they refer to as the "warranty period." Aging is the period of "extended operation" after the warranty has expired. Like a dishwasher that doesn't fall apart the day it is no longer covered by the manufacturer's warranty, human beings continue to function after their reproductive years are over, but tend increasingly to break down. Our bodies, Olshansky and Carnes argue, are not designed to fail, but "neither are they designed for extended operation." Through the application of science, however, they assert that we can extend the period of healthy life, using drugs and other modalities to modulate aging.
Next we turn to the first of the major challenges of aging, dealing with physical ill health, whether frailty (typically due to multiple, interacting chronic diseases that increase vulnerability to a host of problems and that impair daily activities) or advanced illness (the final stage of heart disease, neurologic disease, cancer, or other medical problem). It is among the oldest old that frailty and death are most prevalent-precisely that group that makes up the fastest growing segment of the elderly population. While the rate of growth of the population over 65 will slow when the last of the baby boomers turns 65, the rate of growth of the oldest old will continue to climb.
Four essays, three by physicians with a background in geriatrics and palliative care and their colleagues, and one personal account, present a variety of perspectives on frailty and advanced illness. To start us off, we hear from the giant of the bioethics world, Daniel Callahan, writing about his own experience with frailty and approaching the end of life. In "Where Has It Gone? Writing, Loss, and Old Age," he shares a poignant description of everyday reality and his thoughts about coping. This concrete account of what frailty is like from someone who has spent a lifetime thinking and writing about the social, economic, and medical dimensions of aging provides an important reality check for all that follows, as Callahan asks, wistfully and apparently without having received a satisfactory answer, "Is there anything that aging programs and policies could do to help people like me?"
In "How Can We Provide the Best Care for Very Sick, Very Frail, and Very Old People?" Alexander Smith and Guy Micco try to address Callahan's question, focusing on the medical problems of aging. They examine three disciplines that lay claim to providing the answer to how to care for frail elders: geriatrics, palliative care, and clinical ethics. Tracing their historical antecedents and looking at how the three fields approach a particular clinical scenario, they identify the strengths and weaknesses of each. They conclude that good medical care requires elements of all three specialties-and that this kind of care has a large nontechnical component. Along with employing the functional assessment tools of geriatrics, the symptom-management and communications expertise of palliative care, and the attention to values and preferences of ethics, care of the frail will have to utilize interdisciplinary expertise (social workers, chaplains, physical therapists) and consider community resources and family support systems.
The theme of how to provide good care to those with frailty or advanced illness is picked up by Sarah Slocum and Joanne Lynn in "Organizing Elder Care for Geographic Communities." They take a population health perspective, arguing that different approaches are necessary in different regions of the country, depending on prevailing socioeconomic and medical realities and on what services already exist in a given community. They describe a financial simulation model that showed that the "enhanced availability and provision of high-touch personal care services and social supports" could reduce medical service utilization. Food, housing, transportation and other services, they conclude, are as critical to a good old age as more conventional hospital, physician, and skilled rehabilitation care.
The section on frailty and advanced illness concludes with my essay, "Merchants of Health: Shaping the Experience of Illness Among Older People," an analysis based on my book, Old and Sick in America (2017) . I begin with the assumption that the prevailing medical approach to the frailest, sickest, and oldest patients falls short, that patients often receive treatments that are burdensome, futile, expensive, and inconsistent with their values and preferences. The reason for the discrepancy, I argue, is that American health care is an ecosystem involving multiple interacting players: physicians, hospitals, skilled nursing facilities, pharmaceutical firms, device manufacturers, and health insurance companies (principally Medicare, for those over age 65). I show how each group affects the nature of care in the main sites where patients receive medical treatment, the office, the hospital, and the rehab facility. With so many moving parts, the system is not easy to reform, but Medicare may be the lever that influences all the other components. Modifying Medicare to allow the use of cost-effectiveness as a criterion for reimbursement for medical devices, to permit negotiation with drug companies over prices, and to require expertise in communication and advance care planning for physicians, are just some of the changes that could profoundly alter the experience of illness.
From the focus on frailty and advanced illness, we move on to two pieces that offer differing perspectives on dementia, a condition that affects an estimated 5. The section opens with a personal view of dementia, Sharon Kaufman's "'Losing My Self ': A Poet's Ironies and a Daughter's Reflections on Dementia." Calling her essay an exemplar of "intimate ethnography," medical anthropologist Kaufman writes about the experience of dementia as articulated by her mother in her poetry. The poems were written over a nearly 15-year period during which Kaufman's mother developed progressive Alzheimer's disease. Kaufman contrasts her essay to the burgeoning autobiographical literature that seeks to explain the course of dementing disease. Her mother's poems are not a "deliberate telling of the impact of a disease process." Rather, they try to make sense of the confusion their author feels. Kaufman demonstrates that the human condition is as much about relationships as it is about autonomy.
Dan Blazer, a psychiatrist and epidemiologist, provides an analytic framework with "Cognitive Aging: What We Fear and What We Know." He reframes dementia as a point on the spectrum of cognitive aging, a lifelong process of decline in certain mental functions such as information processing speed and executive function, or problem-solving. Blazer discusses a recent Institute of Medicine report that highlights several approaches that have the potential to delay the onset or slow the progression of dementia: aerobic exercise, control of cardiovascular risk factors (high blood pressure, high cholesterol, and smoking), and avoidance of medications that adversely affect cognition. But Blazer is not entirely in the dementia-as-problem-to-be-solved camp; by placing dementia along the continuum of cognitive aging, he acknowledges that society needs to accommodate the cognitive changes that accompany aging so that "older people can live full and independent lives."
The issue concludes with three essays that address robust aging-the experience and needs of individuals who are not frail, demented, or dying, although the possibility of the first two and the certainty of the third hang over them. As in the last two sections, we begin with the lived experience. In Martha Holstein's very personal discussion of the nature and challenges of aging, "A Tale for Our Time: From the Bronx to Chicago in 76 Years," the well-known feminist scholar of aging turns her gaze on herself. She tells us what matters to her as she ages-family, a reasonably independent lifestyle, and doing what she has always done, including reading, writing, and teaching-reminding us, however, that "what matters" is contingent, determined in large part by the environment in which she grew up. Many of the challenges she faces are universal-ageism in the surrounding society, economic uncertainty, fear of dementia-but the form they take is dependent on her particular socioeconomic circumstances.
Next, we turn to Lisa Berkman and Yenee Soh to give us a social epidemiologic perspective in "Social Determinants of Health at Older Ages: The Long Arm of Early and Middle Adulthood." They use a life course framework to show the surprisingly potent effects of policies such as extended family leave and higher educational opportunities (both paid) on late-life health and well-being. Cush-ioning workers against economic shock such as that induced by the Great Recession may similarly produce long-term as well as short-term effects. Social policy, Berkman and Soh argue, can go a long way to preventing late life depression and chronic diseases that interfere with a robust old age.
To close out the section, we go to an essay by medical humanists Thomas Cole and Ben Saxton, "No Country for Old Men: Four Challenges for Men Facing the Fourth Age." Using the example of Sheriff Ed Bell in the novel and movie No Country for Old Men, Cole and Saxton describe how adrift old men find themselves in contemporary America. Society devalues men in the "Fourth Age"-roughly speaking, the period after age 75-by locating meaning primarily in employment. It devalues them by espousing a form of masculinity that centers on aggression and physical strength. And it devalues men by denying the possibility of love in the face of frailty, disease, or aging itself. The goal, as the authors see it, a goal that Sheriff Bell ultimately achieves, is "to learn when we need help" and "when to let go": it is in the spiritual work of aging. And so, we have come full circle, from David Barnard exhorting us to seek a balance between aging as a problem to be fixed and a mystery to be experienced, to Cole and Saxton asserting that, "Despite the promises of some molecular biologists and biological gerontologists, we believe that no amount of applied science and technology will ever transform aging into a solvable problem: aging will remain part of the mystery of entering and leaving this world. It requires meaning, not only management."
The 11 articles in this collection offer a compelling look at the challenges of an aging society, particularly in the domains of robust health, dementia, frailty, advanced illness, and death. It is not, however, a complete picture. Missing is a discussion of racial and ethnic diversity in the experience of aging. The U.S. population as a whole is becoming more diverse, and while the elderly have lagged behind-much of the diversity is due to immigration and differential fertility rates in younger people-they are catching up. In 2010, non-whites composed 20% of the elderly population; by 2050, they will make up an estimated 42% of the older population (Grayson and Velkoff 2010) . Missing also is the international context. Population aging is not just an issue facing the United States or the developed world. At some point in the next three years, for the first time in human history, the number of people on the planet over age 65 will exceed the number of people under age 5. Accompanying the shifting age distribution will be an ever more dramatic dependency ratio, the number of people over age 65 for every 100 people aged 20 to 64. As the dependency ratio rises, fewer and fewer young people will have to sustain more and more old people. And it will be in low-and middle-income countries that the transformation will occur most rapidly.
Global aging will take on a variety of shades, depending on the culture and resources of the particular society, just as aging in the United States looks different depending on ethnicity, class, and upbringing. But throughout the world, we will
